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7~ VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

November 28, 2011

Ms. Deborah Hodge, Administrator

Valley View Home For The Retired

Rt 5, 69 Oaklane, Apt 1, P.O. Box 93

Fairlee, VT 05045 Provider #: 0195

Dear Ms. Hodge:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 8, 2011. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

S sl )

Pamela M. Cota, RN
Licensing Chief
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Valley View home for the Retired
. - Survey of 8/8/11

Initial Comments:
A complaint survey was completed on 8/8/11 by staff from the Vermont Division of
Licensing & Protection. The following regulatory violations were found.

R112 S/S=D

S5.2.d On admission each resident shall be accompanied by a physician's statement,
which shall include: medical diagnosis, including psychiatric diagnosis if
applicable.

Based on staff interview and record review, the facility failed to assure that 1 of 4
residents in the targeted sample had a physician statement which inciuded medical and
psychiatric diagnoses (as applicable) upon admission to the home. (Resident #3)

Findings include
Per interview with the owner/manager of the home on 8/8/11 at 3:20 PM, Resident #3 @/\) (
was admitted to the home for a short stay on 7/11/11 with no physician statement or

diagnosis list. The owner stated that the resident was admitted over the weekend at the

request of family while they attempted to secure placement for the resident in a nursing ﬂl
home. The owner confirmed that the resident stayed at the home for a total of 5 days
before transfer to another healthcare facility. Refer also to R126 and R128
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5.5.a Upon a resident’s admission to a residential care home, necessary services g

shall be provided or arranged to meet the resident’s personal, psychosocial,

nursing and medical care needs.

Based on staff interview and record review, the facility. failed to provide the necessary
care and services to meet each resident’s personal, medical and nursing care needs for 3
of 4 residents in the targeted sample. (Residents #1, 2 & 3) Findings include:

1. Per record review and confirmed during interview with the manager on 8/8/11
at 3:20 PM, Resident #1 lived in a unlicensed room that was part of the owner’s
living quarters from 11/30/10 until early March of 2011. Previous to that time,
the resident had lived in the licensed area of the home. The owner stated that the
resident wanted to live in a different type of home situation and so the owner
allowed her to live in a room in the owner’s quarters (located in the basement).
The owner confirmed that this resident had a serious medical condition likely to
deteriorate over time and required medication management, including reminders
to take daily medications. The owner confirmed during interview that allowing
the resident to live in the unlicensed room while receiving medical assistance

. exceeded the capacity of the home’s licensed beds.
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2. Perreview of a progress note dated 7/16/11, 7 AM — 8 PM, Resident #2, who R)()t/ 4V
had a diagnosis of coronary artery disease, complained of symptoms of a \‘\ ‘ﬂ é}}jﬁ

“possible heart attack in the night and early AM”. Staff monitored the \
resident’s vital signs and notified the resident’s son but failed to notify the \ WD
physician until 3 days later on 7/19/11. The provider visited on 7/19/11 and /Y

noted “chest pain Friday night into Saturday morning, none since then”. The
owner confirmed during interview at 2:45 PM on 8/8/11 that staff failed to

P I notlfy the prov1der of the change in medical ptoms ina tlmely manner. . U-e
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exceeded the home’s hcensed capacity of 7 residents when they admitted
Resident #3 for a short stay on 7/11/11 with no available room/bed, thus failing

to meet the resident’s personal needs. Refer also to R112 and R128
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R128 = S/S=D
S.5.c Each resident's medication, treatment, and dietary services shall be

consistent with the physician's orders. BC/
Based on staff interview and record review, the facility admitted a resident to the home V
with no physician orders for medications, treatments and dietary services. (Resident #3) Al'/

Findings include
Per interview with the manager on 8/8/11, Resident #3 was admitted during a weekend in7, b WW
July, 2011 due to a family’s request. The Resident’s family members brought in /\[
medications from home, set up in a medication box for daily use. The owner and/or staff

administered the medications to the resident. There were no physician orders for type of

diet, medications, or any needed treatments. The lack of physician orders upon admission

was confirmed by the manager at 2:45 PM on 8/8/11.

Refer also to R112 and R126
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R280 S/S=D
9.3.d Each bathtub and shower shall be constructed and enclosed so as to ensure
adequate space and privacy while in use.

Based on observation and resident and staff interview, the facility failed to assure that
each resident bathroom had a door that was lockable to maintain resident privacy during
use for 1 applicable resident in the sample. (Resident #2) Findings include:

Per interview on 8/8/11 at 2:30 PM, Resident #2, stated that while she was using the
bathroom that very morning, Resident #4 opened the bathroom door and looked in two



times, explaining to the surveyor ‘there is no lock on the door’. The second time
‘ Resident #4 opened the door, Resident #2 pushed the hamper up against the door to keep
the other resident from opening it again. Resident #2 stated that Resident #4 is demented
and sometimes wanders about the home and enters other’s rooms without knocking or
asking permission. During observation after the interview, 1 of 2 resident bathroom
doors had no lock to assure the re51dents privacy during use. This was confirmed with
the manager at 3:20 PM.
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